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Disruptions to ongoing activities
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3 Methods		
The	Moments	of	Resilience	model	was	developed	based	on	studies	from	finance,	healthcare	
and	aviation	(Macrae,	2019).	The	CARE	model	was	developed	in	studies	of	hospital	
emergency	care	and	older	people’s	care	to	guide	data	collection	(Anderson	et	al,	2016).	The	
four	resilience	potentials	are	proposed	to	be	fundamental	to	resilience	(Hollnagel,	2018)	but	
the	empirical	evidence	for	their	importance	is	mostly	derived	from	studies	in	emergency	
departments	(Berg	et	al	2018).	We	have	integrated	these	models	and	concepts	in	order	to	
provide	examples	that	are	incorporated	into	a	research	framework.	The	framework	was	
developed	conceptually	as	a	result	of	discussions	about	the	difficulty	of	identifying	and	
studying	resilience	activities	that	are	not	only	performed	by	staff	involved	in	providing	direct	
patient	care	but	are	enacted	throughout	a	healthcare	system.		
4 Results	
In	this	section	we	present	a	new	framework	integrating	the	four	resilience	potentials	with	
the	Moments	of	Resilience	idea	of	temporal	and	spatial	scales,	and	the	CARE	model.	The	
CARE	model	concepts	are	integrated	into	each	of	the	four	potentials.	Table	1	shows	the	
structure	of	the	framework.		
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Table	1.	Overview	of	the	Resilience	Attributes	Framework	
Resilience	
potentials	
	
Situated	resilience	-	Re-
adjusting	processes	by	
integrating	and	applying	
existing	resources	and	
practices	
Structural	resilience	-	
Re-organising	and	
restructuring	
sociotechnical	
resources	and	
practices	
Systemic	resilience	–	
Reforming	and	
reconfiguring	how	
resources	and	
practices	are	
produced	
Anticipating	-
disruptions	or	
opportunities	
in	the	future	
Anticipate		
• demand-capacity	
misalignments	in	
ongoing	practical	
work	
• opportunities	to	
apply	and	draw	on	
resources	and	skills	
Capacity	to	anticipate		
Anticipate		
• demand-capacity	
misalignments	
between	resources	
and	requirements		
• opportunities	to	
restructure	
resources	and	
practices	
Capacity	to	anticipate		
Anticipate		
• demand-capacity	
misalignments	in	
the	processes	that	
produce	and	
circulate	resources	
and	practices	
• opportunities	to	
reconfigure	
methods	and	
systems	
Capacity	to	anticipate		
Monitoring	–	
the	work	
system	or	
environment		
Monitor		
• task	demand-capacity	
misalignments	
• team	performance	
• task	environment		
• task	tools	and	
equipment	
• performance	
outcomes		
• opportunities	
Capacity	to	monitor	
Monitor		
• service	demand	
and	capacity	
misalignments		
• service	
environment		
• service	tools	and	
equipment	
• performance	
outcomes		
• opportunities	
Capacity	to	monitor	
Monitor		
• system	demand	
and	capacity	
misalignments	
• environment	
• tools	and	
equipment		
• performance	
outcomes		
• opportunities	
Capacity	to	monitor	
Responding	–	
to	demands	
Respond	to		
• task	demands		
• opportunities	via	
flexible	adaptation		
Capacity	to	respond		
Respond	to		
• service	demands		
• opportunities	at	a	
service	level	
Capacity	to	respond		
Respond	to		
• system	demands		
• opportunities	at	a	
system	level	
Capacity	to	respond		
Learning	–	
from	
experience	
Case	based	learning		
Experience	based	
learning		
Performance	feedback	
Capacity	to	learn	and	
implement	changes	
Organisational	
performance	feedback	
Capacity	to	learn	and	
implement	changes	
	
	
System	learning	and	
feedback	
Capacity	to	learn	and	
implement	changes	
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In	Appendix	1	we	show	a	detailed	version	of	the	framework	populated	with	examples	from	
our	own	research.	We	consider	how	demand-capacity	misalignments,	outcomes	and	
opportunities	are	anticipated,	responded	to,	monitored	and	learned	about.	We	also	
incorporate	capacity	by	giving	examples	of	the	types	of	activities	that	are	required	if	an	
organisation	is	able	to	perform	resiliently.	The	aim	of	the	framework	is	to	begin	to	answer	
questions,	such	as,	what	does	resilience	look	like	at	each	system	level	and	at	different	scales	
of	time	and	space?	Where	can	we	begin	research	activities	if	we	want	to	diagnose	
weaknesses	in	the	potential	for	resilient	performance,	or	suggest	strategies	for	increasing	it?	
And,	importantly,	how	can	we	shift	research	attention	from	the	front	line	to	the	role	of	
managers,	hospital	boards,	policy	makers,	regulatory	bodies	and	other	actors	who,	although	
removed	from	direct	patient	care,	play	a	key	role	in	resilience	in	healthcare?		The	
framework	is	not	exhaustive;	there	may	be	further	activities	that	are	not	yet	documented	or	
widely	understood	as	contributing	to	resilient	performance.	However,	the	framework	can	be	
used	as	a	starting	point	to	develop	and	test	these	ideas	in	further	research	and	can	function	
as	a	guide	for	researchers	when	investigating	adaptive	capacities	in	healthcare.		
5 Discussion	
We	have	presented	the	first	version	of	an	Integrated	Resilience	Attributes	Framework	to	
conceptualise	and	define	the	different	resilience	potentials	that	may	or	may	not	actuate	at	
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different	temporal	and	spatial	scales	in	healthcare	and	how	the	system	will	need	to	balance	
demands	and	capacity	in	its	constant	effort	to	deliver	sound	and	safe	patient	care.	At	
systemic	level,	which	could	include	the	functions	of	policy	makers,	regulators,	
commissioners	and	professional	bodies,	strategy	is	determined,	and	future	operations	are	
planned.	At	the	structural	level,	aspects	of	operations	such	as	infrastructure	planning	and	
provision,	organisational	performance	monitoring,	emergency	response	planning	and	
workforce	planning	are	co-ordinated.	At	this	level	actions	are	tactical	and	aim	to	ensure	that	
the	organisation	can	deal	with	pressures	and	perform	adequately.	Finally,	situated	resilience	
involves	anticipating	pressures	such	as	patient	flow	or	equipment	malfunctioning,	
responding	to	patients,	monitoring	the	environment	and	learning	through	structured	
activities	such	as	handover	and	ward	rounds.		
The	idea	of	different	temporal	and	spatial	scales	of	activity	is	important	because	it	allows	us	
to	think	about	how	resilience	does	or	does	not	scale	up	across	whole	systems	of	activity	and	
to	conceptualise	whole	systems	of	actions.	It	is	evident	that	there	may	be	some	overlap	
between	the	Moments	of	Resilience	model	and	the	micro-meso-macro	framework.		For	
example,	the	idea	of	spatial	scales	could	map	easily	to	the	scope	of	actions	taken	at	micro-
meso-macro	levels.	Action	at	a	macro	level	has	wide	scope	and	therefore	occurs	on	a	large	
spatial	scale	affecting	work	in	distant	locations.	Micro	level	activity	almost	by	definition	has	
a	narrow	spatial	scope.	The	temporal	scale	is	not	so	easily	mapped	to	the	micro-meso-
macro	framework	but	even	here	there	are	some	commonalities.	For	example,	smaller	
systems	are	likely	to	change	faster	than	larger	systems	(Liljenstrom	&	Svedin,	2005),	and	so	
activity	at	the	micro	level	is	likely	to	happen	on	smaller	time	scales	than	macro	level	activity,	
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such	as	regulatory	regimes.	The	exact	definition	of	the	different	spatial	and	temporal	scales	
is	one	that	can	be	addressed	in	future	research.	
One	advantage	of	the	Moments	of	Resilience	model	is	that	it	allows	us	to	think	about	the	
different	scales	of	action	at	all	levels	–	micro-meso-macro.	For	example,	situated	resilience	
may	be	required	by	regulators	when	managing	their	own	performance	(Macrae	&	Wiig,	
2019).	A	research	project	can	be	envisioned	which	investigates	how	a	regulatory	body	did	or	
did	not	anticipate	a	system	failure	like	Mid	Staffordshire,	monitored	its	own	activities,	
responded	to	reputational	problems	as	details	of	the	care	failings	emerged,	and	learned.	
Similarly,	a	study	of	the	introduction	of	robotic	surgery,	a	technological	innovation,	could	
focus	on	the	situated	resilience	of	an	organisation	(meso	level)	to	understand	how	the	four	
potentials	contributed	to	the	introduction	of	the	innovation,	or	on	the	structured	resilience	
that	was	required	to	prepare	for	the	introduction	of	this	innovation.	The	Moments	of	
Resilience	model	thus	helps	us	to	think	about	scales	of	resilience	at	each	system	level.	
We	intend	the	framework	to	be	used	as	guide	for	researchers,	but	we	do	not	recommend	a	
purely	deductive	approach	of	looking	for	the	activities	suggested	in	the	framework.	
Resilience	is	an	emergent	phenomenon	and	therefore	we	encourage	looking	beyond	aspects	
in	the	framework	too,	in	order	to	further	develop	our	theoretical	perspective	of	resilience	
and	thereby	improve	our	understanding	of	how	resilience	occurs	at	different	scales	and	
time	in	healthcare	systems.	Once	mechanisms	are	identified,	the	framework	could	be	used	
to	generate	hypotheses	and	help	to	focus	research	designs	on	the	important	questions	that	
are	relevant	to	resilient	healthcare.	For	example,	a	fruitful	avenue	for	future	work	is	to	
examine	how	resilience	is	linked	across	system	levels	and	whether	action	taken	at	one	level	
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undermines	or	supports	resilience	at	another.	The	framework	could	be	used	to	map	out	the	
initial	scope	for	the	investigation	and	to	guide	data	collection	and	analysis.		
It	is	unlikely	that	most	studies	will	investigate	all	the	scales	of	activity	encompassed	by	the	
framework.	Individual	studies	will	likely	focus	on	one	aspect	of	the	temporal	and	spatial	
scales	or	investigate	the	links	between	a	small	number	of	resilience	phenomena.	We	do	not	
regard	this	as	problematic	but	rather	as	an	opportunity	to	build	the	evidence	base	using	the	
framework	to	specify	which	scales	and	phenomena	are	being	investigated.	This	should	make	
it	easier	to	compare	findings	across	multiple	studies	and	identify	gaps	in	knowledge.		
We	acknowledge	that	the	four	resilience	potentials	of	anticipating,	monitoring,	responding	
and	learning	are	integrated	(Hollnagel,	2018)	and	in	some	senses	it	is	not	possible	or	helpful	
to	separate	them.	Equal	to	other	studies	(Bergerød	et	al	2018,	Heggelund	&	Wiig	2018),	we	
found	it	difficult	to	differentiate	between	them	in	some	cases.	For	example,	anticipating	
task	outcomes	is	inextricably	linked	to	monitoring	task	performance.	Similarly,	learning	from	
previous	experience	of	what	works	for	a	patient	problem	is	linked	to	responding	to	future	
patients.	Care	emerges	from	the	interactions	between	all	the	activities	carried	out	by	
different	staff	and	agencies	at	different	times	and	places.	Imposing	a	framework	on	the	
complexity	of	actions	and	interactions	that	combine	to	provide	patient	care	is	somewhat	
artificial,	illustrating	the	tension	between	a	systems	theoretic	perspective,	which	involves	
decomposing	systems,	and	work	as	it	is	done	in	practice.	However,	a	framework	to	guide	
data	collection	and	analysis	is	needed,	especially	given	the	challenges	of	conducting	
resilience	research,	not	least	the	difficulty	of	knowing	what	to	look	for	when	working	in	the	
field.	Perhaps	guidance	is	the	key	word	here	–	all	models	are	simplifications	of	reality	to	
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some	extent	(e.g.	LeCoze	2008;	Anderson	et	al,	2016)	but	nevertheless	provide	useful	
guidance	and	structure	discussion.		
The	Integrated	Resilience	Attributes	Framework	includes	staff,	patients	and	families/carers	
as	sources	of	resilience,	acknowledging	the	need	to	include	information	and	feedback	from	
staff	and	patients	when	monitoring	and	learning	at	all	levels	of	the	system.	Patients	and	
families/carers	are	valuable	sources	of	system	resilience.	This	is	an	area	of	developing	
interest	in	resilient	healthcare	studies	(e.g.	O’Hara	et	al,2018;	Bergerød	et	al,	2018,	Fylan	et	
al,	2018,	Schubert	et	al	2015;	Wiig	et	al	2019a;b),	although	most	studies	do	not	integrate	
this	into	the	research	design	(Berg	et	al	2018).	By	including	the	roles	of	the	patient	and	
family	into	research	designs	as	suggested	in	our	framework,	we	argue	that	our	
understanding	of	adaptive	capacity	at	different	scales	in	the	healthcare	systems	will	be	
more	comprehensive.	Similarly,	the	importance	of	staff	as	a	source	of	feedback	means	that	
the	extent	to	which	their	views	are	actively	sought	and	acted	upon	should	be	seen	as	one	
indicator	of	resilience.		
This	framework	inevitably	has	limitations.	Integrating	frameworks	developed	separately	
involves	compromises	and	simplification	of	each,	but	we	intend	it	to	be	tested	and	
developed	further	empirically.	Its	strength	is	that	it	is	grounded	in	empirical	experience,	
involves	multiple	scales	of	activity	and	takes	account	of	the	social,	cultural	and	
organisational	factors	that	are	absent	from	many	resilience	models.	The	use	of	descriptions	
of	activity	is	intended	to	guide	researchers	in	the	identification,	description	and	
enhancement	of	resilience	mechanisms	in	all	areas	of	healthcare	and	to	articulate	the	links	
between	different	actions,	including	organisational,	regulatory,	policy	and	commissioning	
activities.	Resilience	at	all	scales	of	activity	is	required	to	produce	high	quality	care	but	the	
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time	lag	and	spatial	distance	of	managers,	regulators	and	others	from	patient	care	poses	
challenges	for	them	in	deciding	what	actions	are	needed,	monitoring	their	effects	and	
learning	from	the	experience.	The	framework	should	help	researchers	to	investigate	this	gap	
and	devise	solutions.	The	framework	is	intended	to	be	general	enough	to	use	in	different	
healthcare	settings	but	has	not	been	tested	in	practice.	We	expect	that	it	will	be	refined	and	
developed	further	during	use	in	field	studies	and	in	different	healthcare	sectors,	including	in	
a	planned	multi-national	resilient	healthcare	study	commencing	in	2021	(Aase	et	al	2018).	
5.1 Conclusion	
In	this	paper	we	have	combined	three	theoretical	contributions	within	resilient	healthcare	
and	developed	the	Integrated	Resilience	Attributes		Framework	with	the	purpose	of	defining	
and	providing	examples	of	the	concepts	and	guiding	research	in	resilient	healthcare.	
Theoretical	developments	such	as	this	require	further	testing	with	empirical	data	and	
further	iterations.	In	its	present	form	the	framework	could	provide	a	focus	for	research	
focused	on	one	temporal	or	spatial	scale,	or	on	linkages	across	levels	and	scales.		
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8 Appendix	A	
Table	2.	Extended	Resilience	Attributes	Framework	
Resilience	
potentials	
	
Situated	resilience	-	Re-adjusting	
processes	by	integrating	and	applying	
existing	resources	and	practices	
Structural	resilience	-	Re-organising	
and	restructuring	sociotechnical	
resources	and	practices	
Systemic	resilience	–	Reforming	and	
reconfiguring	how	resources	and	
practices	are	produced	
Anticipating	
disruptions	or	
opportunities	in	
the	future	
Anticipate	demand-capacity	
misalignments	
• Increase	in	unscheduled	patient	
numbers	in	winter	
• Reduced	staffing	levels	due	to	
recruitment	problems	
• Equipment	malfunctioning	or	
missing	
Anticipate	opportunities		
• New	ways	of	working	
• New	uses	of	patient	care	
technology	
• Changes	in	staff	training	leading	to	
new	team	configurations	
Capacity	to	anticipate		
• Team	leadership	
• Team	working	
• Inclusive	culture	
• Team	meetings	
• Prior	experience	
• Time	to	anticipate	
	
Anticipate	demand-capacity	
misalignments		
• Lack	of	beds	leading	to	increased	
length	of	stay	and	target	
breaches	in	Accident	and	
Emergency	department	
• Emergency	response	
preparedness	
Anticipate	opportunities		
• Formal	or	informal	links	with	
primary	or	social	care	staff	to	
contribute	expertise	
• Reconfiguration	of	space	
• New	technological	developments	
and	IT	systems	
Capacity	to	anticipate	
• Team	leadership	
• Team	working	
• Inclusive	culture	
• Psychological	safety	
• Links	with	other	organisations	
• Organisational	mechanisms	for	
Demand-capacity	misalignments		
• Need	for	new	services	due	to	
changing	patterns	of	health	and	
illness	such	as	aging	
population,	rise	in	prevalence	
of	diabetes	or	disease	outbreak	
• Chronic	staff	shortages	evolving	
over	time	due	to	training	
limitations	
Anticipate	opportunities		
• New	therapies	and	treatment	
modalities	such	as	personalised	
medicine,	robotic	surgery,	
telecare	
Capacity	to	anticipate	
• Research	involvement	
• Collaborative	projects	
• International	links	
• Organisational	support	for	
horizon	scanning		
• Formal	or	informal	links	
between	macro	level	
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discussing	and	sharing	knowledge	
• Prior	experience	
• Time	to	anticipate	
organisations	
• Organisational	mechanisms	for	
discussing	and	sharing	
knowledge	
Monitoring		 Monitor	task	demand-capacity	
misalignments	–		
• Staffing	levels	for	shift		
• Number	of	patients	presenting	for	
treatment		
• Equipment	malfunctioning	or	
missing	
Monitor	team	performance	
• Competing	demands,	priorities,	
roles,	standards,	communication	
and	co-ordination,	briefings	and	
debriefings	
Monitor	task	environment		
• Workload	during	a	shift		
• Changing	patient	priorities		
• Time	
• Space	
Monitor	task	tools	and	equipment	
• Supplies,	equipment	functionality	
Monitor	task	outcomes		
• Patient	outcomes	–	care	
completed,	clinical	goals	met,	
preferences	and	needs	met,	family	
informed,	safety	and	risks,	length	
of	stay,	targets	met	
• Staff	fatigue,	stress,	burnout,	
Monitor	service	demand	and	
capacity	misalignments	
• Patient	numbers	and	acuity	
• Staffing	levels	–	bank	and	agency	
staff	use	
• Use	and	availability	of	space	
Monitor	teams	
• Need	for	training	and	
development	
• Staff	turnover	and	burnout	
• Culture	
Monitor	service	environment	
• Workload	modelling	and	
management	
• Budgets	
• Time	
• Space	
Monitor	service	tools	and	
equipment	
• Need	for	new	tools	and	
technology	
• Performance	of	current	tools	and	
technology	
Monitor	outcomes–		
• Financial,	adverse	events,	service	
targets,	complaints,	length	of	
Monitor	system	demand	and	
capacity		
• Service	uptake;	physical	
infrastructure;	patient	needs;	
clinical	performance;	financial	
performance.	
• Monitor	workforce	-	burnout;	
turnover;	skills,	need	for	
training	
• Monitor	functionality	of	
regulation	and	standards	
Monitor	service	environment			
• Space,	infrastructure	
Monitor	tools	and	equipment		
• Need	for	new	tools	and	
technology	across	whole	
system.		
• Cost	of	new	equipment	
Monitor	outcomes		
• Targets;	league	tables,	
regulatory	reports,	mortality	
rates,	professional	body	
reports,	patient	compensation	
and	complaint	reports	
Monitor	opportunities	
• Potential	efficiencies,	
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satisfaction,	skills	acquired,	
learning	experiences	
Monitor	opportunities	
• Increase	staff	skill	level	through	
training	
• Quality	improvement	
• More	efficient	ways	of	working	
• Reducing	costs	
Capacity	to	monitor	
• Availability	of	data	that	supports	
team	tasks	
• Shared	communication	artefacts	
• Completeness	of	documentation	
• Team	leadership	
• Mechanisms	to	support	team	
communication	and	co-ordination	
• Inclusive	team	culture	
stay,	mortality,	patient	
experience,	staff	experience,	
regulatory	reports	
Monitor	opportunities	
• Improvement,	ways	of	working,	
service	redesign,	new	technology	
Capacity	to	monitor	
• Availability	of	data	
• Ability	to	visualise	and	interpret	
data	
• Organisational	support	for	
discussing	competing	
interpretations	
• Organisational	mechanisms	for	
gathering	diverse	views	from	
patients	and	staff	
• Benchmarking	with	other	
organisations	
treatment	improvements,	
diagnostic	improvements,	
technology	innovations		
Capacity	to	monitor	
• Reporting	requirements	
• Data	capture	and	reporting	
systems	
• Aggregation	of	data	across	
organisations	
• Regulatory	regimes	
• Research	
• System	mechanisms	for	
feedback,	information	
gathering,	discussion	and	
sharing	of	knowledge	
• Links	between	macro	level	
organisations	
	
Responding		 Respond	to	task	demands	as	
accepted	in	everyday	practice	
via		
• Best	clinical	practice	as	set	out	in	
protocols	and	procedures	-	
escalating	to	specialist	as	per	
guideline	
• Responding	to	emergencies	
• Changes	in	treatment	plans	
Respond	to	opportunities	via	
flexible	adaptation		
• Opportunistic	actions	to	reduce	
Respond	to	service	demands		
• Co-ordinate	organisational	
responses	to	an	emergency,	plan	
to	reduce	chronic	staff	shortages,	
investigate	under	performance,	
professional	malpractice	or	
patient	harm	
Responding	to	opportunities	at	a	
service	level	
• Reconfiguring	space	to	provide	
more	beds	in	response	to	winter	
pressures		
Respond	to	system	demands		
• Organisational	shortcomings	
or	failures	such	as	Mid	
Staffordshire,	skills	shortages	
via	funding	training	places,	
professional	malpractice,	
licensing	and	accreditation	to	
ensure	standards,	introduce	
service	targets,	guidelines,	
communication	across	
organisations		
• Respond	with	regulatory	
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workload	such	as	performing	
documentation	in	batches	
• Re-allocating	team	tasks	as	
priorities	change	
• Change	patient	medication	based	
on	previous	case	experience		
• Delay	escalating	to	specialist	on	
basis	of	knowledge	of	patient	
physiology	
• Patient	preferences	for	treatment	
and	care	
Capacity	to	respond	at	a	task	level		
• Available	and	usable	protocols	
and	procedures	
• Available	technology,	medication,	
staff	
• Adequate	training	
• Team	leadership		
• Team	meetings	
• Team	mechanisms	to	support	co-
ordination	
• Inclusive	team	culture	
• Incorporating	GP	services	into	the	
A	&	E	department	to	treat	
increased	numbers	of	patients	
presenting	for	routine	problems	
• Disclosure	of	adverse	events	
• Compensation	for	harmed	
patients	
Capacity	to	respond	at	a	service	
level	via	adaptive	experience	
• Team	leadership	
• Team	working	
• Psychological	safety	
• Inclusive	culture	
• Links	with	other	organisations	
• Organisational	mechanisms	for	
discussing	and	sharing	
knowledge,	planning	and	
implementation	
• Prior	experience	
	
actions	such	as	special	
measures,	increased	
monitoring	and	surveillance	
Responding	to	opportunities	at	a	
system	level	
• System	wide	improvement	
initiatives	
• Introduce	new	therapies	and	
treatments	
• Efficiencies	and	cost	savings	
• System	wide	technological	
innovation	
• Culture	change	interventions	
such	as	duty	of	candour	
• Funding	changes	
• Respond	with	change	of	
regulation	to	support	resilience	
mechanisms	by	more	
responsive	regulation	
Capacity	to	respond	at	a	system	
level	via	adaptive	experience	–	
• Research	
• System	mechanisms	for	
feedback,	information	
gathering,	discussion	and	
sharing	of	knowledge	
• Links	between	macro	level	
organisations	
• Political	support	for	regulatory	
change	
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Learning	 Learn	from	experience	
Case	based	learning		
• Case	presentations;	handover;	
ward	rounds;	team	meetings;	
senior	supervision,	morbidity	&	
mortality	meetings.	
Experience	based	learning		
• Patient	experiences	and	
responses,	family’s	needs	
Systems	problems	and	how	to	avoid	
them	
• Local	incident	reports	and	
investigations	
Capacity	to	learn	
• Competence	and	structures	for	
collecting	and	storing	data	from	
diverse	sources	including	staff,	
patients,	families		
• System	performance		
• How	difficulties	are	overcome;	
adaptations	that	worked;	
simulation	programs	focusing	on	
what	went	well	
• Mechanisms	for	discussing	and	
sharing	learning	such	as	team	
meetings	
• Technology,	skills	and	knowledge	
in	interpreting	data	and	
identifying	learning	
• Mechanisms	for	capturing	
Learn	from	experience	
Organisational	performance		
• Adverse	incidents,	complaints,	
regulatory	reports,	staff	survey,	
patient	survey,	success	stories	
Opportunities	
• Research	and	development	
Capacity	to	learn	
• Data	from	diverse	sources,	and	
aggregated	data	at	organisational	
level	
• Organisational	mechanisms	for	
discussing	and	sharing	and	
disseminating	learning	across	the	
organisation		
• Technology,	skills	and	knowledge	
in	interpreting	data	and	
identifying	learning	
• Mechanisms	for	capturing	
research	and	new	developments	
	
	
Learn	from	experience	
System	learning		
• Aggregated	data	such	as	
national	reporting	systems,	
national	investigations,	
national	disease	registries,	
infection	rates,	disease	
recurrence	rates,	mortality	
rates	
• System	learning	from	patient	
and	staff	experiences	
Identify	and	disseminate	learning	
• Release	patient	safety	alerts	
and	other	performance	notices	
Learning	from	regulatory	reports		
• Financial	reports;		
• Updates	from	executive	board.	
Opportunities	
• Learn	about	new	research	and	
identify	new	opportunities,	
improved	diagnosis,	treatment	
and	organisation	of	services	
• Participation	in	international	
fora	for	sharing	knowledge	and	
learning	
• Incorporate	lessons	learnt	into	
updated	regulations		
Capacity	to	learn	
• Mechanisms	for	capturing,	
aggregating	and	analysing	data	
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research	and	new	developments	
	
• Knowledge	and	skills	in	
interpreting	data	and	
identifying	learning	potentials	
• System	mechanisms	for	
discussing	and	sharing	learning	
	
